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Laparoscopic aortic surgery 
To the Editors: 
We read with interest he article by Berens and Herde 
entitled "Laparoscopic vascular surgery: four case reports" 
(J VASC SURG 1995;22:73-9). It is remarkable that a 
patient who underwent extensive surgery such as an 
aortobifemoral bypass was discharged on the third day after 
surgery. That the patients resumed normal daily activities 
within i week of surgery demonstrates the advantages ofa 
minimally invasive procedure over a conventional tech- 
nique. Also noticeable in their report is the absence of 
complications. 
After our case report 1on the subject, we performed 5
more transabdominal laparoscopy-assisted procedures. 
Our conclusions were similar to those of Berens. The 
greatest difficulty during these procedures was maintaining 
adequate bowel retraction. In our experience, small bowel 
would always find a way to insinuate itself around the 
retractors. Because of this problem, we found that anasto- 
mosis of a graft to the aorta above the level of the inferior 
mesenteric artery could prove to be a real technical 
challenge. Creation of the retroperitoneal tunnels, how- 
ever, was not difficult. 
It appears that the gasless technique could be an 
alternative to the pneumoperitoneum when surgery is 
performed in localized regions of the abdomen, such as the 
pelvis or upper abdomen. Because the compressing effect of 
carbon dioxide at a pressure of 15 mm Hg is not present 
during gasless urgery, however, the small bowel tends to 
occupy more space in the abdominal cavity, which renders 
its retraction through small incisions more difficult. 
We evaluated the potential for gas embolism while 
working on the abdominal aorta. 2 Of euvolemic dogs 
submitted to a 1-cm incision made into the vena cava under 
a carbon dioxide pneumoperitoneum, only 18% had gas 
bubbles visible in the right heart cavities by transesophageal 
echocardiography. Intravenous bolus injection of only 15 
ml of carbon dioxide lead to visualization of many more gas 
bubbles in the right heart cavities. 
Because difficulty in retraction of intraabdominal 
organs renders aortic dissection and end-to-side aortopros- 
thetic anastomosis rather tedious, more than I year ago we 
elected to use the retroperitoneum as an organ retractor. 
We achieved retroperitoneal dissections in a pig model and 
then performed over 25 aortobifemoral bypasses without 
any intraoperative d aths.3,4 The aortic anastomosis did not 
take more than 60 minutes to perform in these animal 
models of occlusive and aneurysmal disease. We found that 
the Laparolift (Origin MedSystems; Menlo Park, Calif.) 
was an excellent tool to hold the top of the retroperitoneal 
cavity and helped perform the procedure without fear of 
loosing the pneumoperitoneum if much suctioning was 
needed. 
As of July 1995, we have performed two retroperito- 
neal aortobifemoral bypasses in human beings with an 
end-to-end proximal anastomosis performed exclusively 
trader laparoscopy without a minilaparotomy. Both by- 
passes are patent, as noted by improved ankle-arm indices. 
The aortic anastomosis took longer in the first patient, but 
the second patient was discharged on the fourth day 
after surgery. The aortic (end-to-end) anastomosis was 
performed in 50 minutes, for a total clamping time of 
72 minutes. Although total operative time was over 
6 hours, most of the time was spent on careful creation 
of the retroperitoneal cavity, which is the secret to a 
successful bypass. Furore operations hould not last as 
long because retraction is no longer a problem. The aortic 
anastomosis i not seen as a limiting factor. Although 
our clinical experience is presently limited, we believe that 
a well-performed retroperitoneal pproach to the aorta 
can answer basic principles of aortic surgery: good ex- 
posure and safe control of blood vessels. Meticulous 
completion of the anastomosis ensured with the mag- 
nification afforded by a well-placed laparoscope. If lap- 
aroscopic aortobifemoral bypass holds its promise, it 
would become much less demanding to the patient 
after surgery than the standard procedure, and it could 
decrease the need to perform less-documented proce- 
dures like unilateral bypass and contralateral dilatation (or 
stenting). 
We wish to compliment the authors for their excellent 
work in this new field of minimally invasive surgery. 
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Disadvantages of  previous phenol blocks in 
thoracoscopic upper dorsal sympathectomy 
To the Editors: 
Computed tomography (CT)-guided phenol sympa- 
thicolysis is used sporadically for the treatment of palmar 
hyperhidrosis. 1 Immediate success was observed in almost 
all cases, but on longer-term follow-up a failure rate of 
more than 40% was reported. 2 Surgical sympathectomy is 
the only remedy for these failures. The thoracoscopic 
technique has gained increased popularity ~ and is the 
expected approach for such cases. 
Our study included more than 100 patients with 
primary palmar hyperhidrosis. We attempted thoraco- 
